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This study examines how Cameroonian-bom women living in Metro Atlanta,
Georgia, define and manage their healthcare needs. The methodology utilized both
primary and secondary data. Secondary data provided information on previous
immigrant health research and helped identify gaps in knowledge within the immigrant
population. Primary data were collected using both quantitative and qualitative research
methods, which consisted of surveys, focus groups, and in-depth interviews. Snowball
sampling was used to identify forty Cameroonian women of which thirteen participated
in the focus groups and in-depth interviews.
Findings revealed that participants defined health as not merely the absence of
disease, but it also encompassed the entire well-being of an individual (e.g. spiritual,
physical, mental, social), which is why one’s financial well-being was an important
characteristic used in defining health status. Equally important is the fact that
participants felt they had to experience pain to the degree that they could not perform
their daily activities before a health issue became a major concern.
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In conclusion, the participants within the study had a general knowledge of the
characteristics of a healthy lifestyle (perhaps due to media outlets), but there was no
application of this knowledge in their daily lives. Researchers and stakeholders who do
not take into consideration the financial needs of the inunigrant population will face
limited success when implementing interventions within this population. Furthermore,
community meetings were found to be the most effective means of disseminating
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This study examines how immigrant women define! and manage their health
needs. The release of the 2000 United States (US) Census data confirmed an increase in
the immigrant^ population and highlighted the diversity in the country of origin for many
of America’s newest residents. Prior to 1970, most immigrants entering the US were of
European descent. Today, more than half of the recent immigrants are from Latin
America (52.0%), with 26% from Asia and 8.1% from other non-European regions
including Africa. According to the 2000 Census, the state of Georgia was the state with
the second fastest growing immigrant population (Capps, Passel, Perez-Lopez, & Fix,
2003).
Traditional states of resettlement for many immigrants include New York,
California and Texas, but, in recent years, Georgia gained nearly 106,000 immigrants and
was ranked as the 13* highest state in immigrant population (US Census Bureau
[Census], 2000). Most ofGeorgia’s inunigrant population living in metro Atlanta resides
in Dekalb, Gwinnett, Fulton, and Cobb counties (Census, 2000; Chapman, 2001),
although a considerable number of immigrants also live in the northern and southern
areas of the state, where they seek employment in the carpet and poultry industries
(Chapman, 2001).
' For the purpose of this study, an immigrant is defined as any individual (non-US citizen) who enters
the US for the purpose of staying for an indefinite period of time.
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In order to control for variation, the study focused on immigrant women
specifically from Cameroon, Africa, who now live in metro Atlanta, Georgia.
Cameroonian women were chosen for the following reasons: (1) they recently increased
in numbers in metro Atlanta, Georgia; (2) they constitute a larger group of immigrant
women (African immigrants) who have been left out ofmost of the immigrant health
studies; (3) they have distinct differences from the Latin American and Asian inunigrant
women, which influence their (Cameroonian women) experiences with the US health¬
care system; and, (4) the researcher, as an immigrant woman from Cameroon, provides a
unique perspective to the research process.
Although often overlooked due to the smaller size of its immigrant population
relative to those from Latin America and Asia, there has been a significant increase in the
African immigrant population over the last decade. Of the African-born immigrants in
the US in 2000, 57% arrived between 1990-2000 while 25% arrived in the 1980s and
fewer than 18% arrived before 1980 (Wilson, 2003). The Metropolitan Area of Atlanta,
Georgia was the fourth ranking metropolitan area in terms of the highest number of
African-bom immigrants (Wilson, 2003). According to the 2000 Census there were
36,645 Africans living in metro Atlanta. Of these 1,214 were from Middle Africa, which
includes Cameroon, Chad, Gabon, Equatorial Guinea, Sao Tome and Principe, the
Central African Republic, the Congos and Angola.
Although immigration is beneficial to the US economy and society at large, this
new shifting demography is a major concern for federal and local health-care providers to
^ Due to the limited number of data sources that include a separate category for country of origin, the
actual number of African immigrants might be higher than what is currently being reported (Kagawa-
Singer & Kassim-Lakha, 2003).
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effectively and efficiently provide health-care services to all US residents (Satcher,
2001). The diversity in immigrant groups creates an influx of different cultures that often
include traditions and practices that are unfamiliar to the US health-care provider.
Health-care providers, on the other hand, also have a unique set of values and beliefs
about health that might be different from their patients. Therefore, the potential exists for
non-compliance, misunderstanding and misuse of preventive, diagnostic and treatment
strategies developed by health-care providers for the patient (Stem, 1985). An
understanding of how Cameroonian immigrant women define and manage their health
needs will enable health-care providers to examine the sociocultural factors that influence
the decision to seek and use health-care services. As well, providers will be able to
identify what resources exist at the grassroots level in order to ensure maximum use of
current health services.
Women make up at least half of the immigrant population and most of them are
between 35-44 years (Census, 2000). According to Riedel (1998), immigrant women like
their American counterparts are usually the health decision-makers in the family and are
often viewed as conduits to the health-care system for men and future generations.
Researchers such as Gany and De Bocanegra (1996) have argued that ensuring health¬
care access for immigrant women benefits the entire coimnunity. Early entry of
immigrant women into the health-care system may be the most effective way to ensure
positive health at lower costs thereby enabling ever-shrinking health-care resources to be
used more effectively.
Most scientists would agree that women’s health has received significant attention
in recent times (Abdulkadir, 2001; Chavez, Cornelius, & Jones, 1986; Choudhry, 1998;
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Essen et al., 2000; Meadows, Thurston, & Melton, 2001; Meana, Bunston, George,
Wells, & Rosser, 2001; Murty, 1998; Remennick, 2003; Singh & Yu, 1996). However,
research on immigrant women’s health has been limited, with a primary focus on
reproductive health needs and, in most cases, on Latin American women (Chavez et al.,
1986; Nunez, 2000; Singh & Yu, 1996; Wei et al., 1996); Stroup-Benham & Trevino,
1991). Although women from Latin America make up the largest group of immigrant
women, there has been an increase in the number of women from Africa.^ Yet, very few
studies have focused on African women, and, of those that do, even fewer focus on non¬
refugee women and non-reproductive health issues.
In 1999, the Centers for Disease Control and Prevention (CDC) reviewed 179
inunigrant health studies conducted between 1977-1998. Of the 179 studies reviewed,
only one focused on immigrant women from Africa (Loue & Bunce, 1999). The focus on
immigrant women from Africa (in this review) was limited to refugee women and, when
looking at reproductive health needs, the attention was primarily geared towards the area
of circumcision and female genital mutilation (Adbdulkadir, 2001; Eyega, 2002; McCaw
& DeLay, 1985). While the reproductive health needs of immigrant women are critical to
their well-being, there are other conditions that occur throughout the entire life cycle.
These include domestic violence, depression, lack of health-care and other types of
chronic and communicable diseases, which are frequently overlooked in epidemiological
studies that examine the health needs of inunigrant women (Eyega, 2002; Kramer, Tracy,
& Ivey, 1999; Neria, 2003).
^While data on actual population might not be available, evidence of growth can be seen in the rising
number ofAfrican grocery stores, churches, braiding shops and nightclubs.
Georgia is the fastest growing state in immigrant population in the Southeast
region of the US. Yet, of the 179 immigrant health studies reviewed by the CDC, the
majority were carried out in California, New York and Florida with no specific listing of
Georgia as a geographic area (Loue & Dunce, 1999). Immigrant women in Georgia come
from a variety of African countries including Cameroon, Nigeria and Ghana.
Cameroonian-bom women constitute a unique group in the immigrant population.
Unlike many other groups they tend to be more educated, with good English competency
skills, and are less likely to be refugees. These factors influence how, why, and when
they seek health-care services. In addition to understanding how Cameroonian-bom
women living in Metro Atlanta, Georgia, define their health needs, this study also seeks
to identify (1) the types of resources used to manage these health needs, (2) how these
resources are organized, and (3) possible outreach strategies to disseminate health
information to Cameroonian women.
The methodology consisted of primary and secondary data. Secondary data were
collected and analyzed before primary data. The literature review describes the source
and type of secondary data. Secondary data provided information on previous inunigrant
health research and the type of variables and survey tools used to collect data. This
shaped how the primary data were collected. Quantitative and qualitative research
methods were used to collect primary data. Quantitative data were collected using
closed-ended surveys, while qualitative data were collected using open-ended surveys, in-
depth interviews and a focus group. This provided a rich text, which highlighted the
voices of the inunigrant women.
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This report provides a more detailed account of how Cameroonian-bom women
define and manage their health needs. Findings revealed that Cameroonian women
defined optimal health mostly in terms of the absence of a disease that could affect one’s
daily activities. Therefore, it is not surprising that in the absence of any diseases most
women did not place health as a top priority, especially when other priorities such as
financial and stress management existed on a daily basis. Cultural factors that influenced
women’s decision to seek health-care services were largely based on past experiences
with the health-care system in Cameroon. While most women did not consider
traditional medicine to be an important part of their health-care, all participants had been
exposed to traditional medicine as a child when the decision to use was determined by the
family. Information on how to obtain affordable health-care was the most requested type
of health information. Nearly all participants agreed that monthly community meetings
were the most effective way of disseminating information to other Cameroonian women.
Although this sample might not reflect the characteristics of the general Cameroonian
community, findings from this study provide an insight into some of the competing
priorities faced by Cameroonian women that make it hard for them to fully concentrate
and integrate health prevention strategies on an ongoing basis without help and guidance.
CHAPTER 2
LITERATURE REVIEW
This chapter focuses on three key themes in immigrant health research: (1) the
role of culture in the definition of health and illness, (2) the relationship between
migration and health, and, (3) African immigrant women’s health, with special attention
to Cameroonian women.
The literature review was conducted on the Internet and in local libraries.
Keywords used in searching for information include the following: immigrant,
immigrant health, inunigrant women’s health, refugee health, Cameroon, Cameroonian
women’s health, African women’s health, health beliefs, health and culture, acculturation
and health, health seeking behavior, migration and health, and African immigrant
women’s health. Search engines and electronic databases used on the Internet include
Google, Yahoo!, Pub Med, and Ovid. Local college libraries were also used to identify
relevant books and peer-reviewed journals. Due to the limited amount of information
available on Cameroonian immigrants and Cameroonian health issues, an email was sent
out to various Cameroonian electronic listservs requesting help in accessing such




Role ofCulture in Defining Health and Illness
For the purpose of this study, the term culture is defined as an integrated pattern
of human behavior that includes thoughts, conununications, actions, customs, beliefs,
values, and institutions of a racial, ethnic, religious or social group (Ferran, Tracy, Gany,
& Kramer, 1999; Kramer, Ivey, & Ying, 1999; Kramer, Tracy et al., 1999; Rajaram &
Rashidi, 1998). Immigrant groups, especially those coming from non-Westem states,
usually have different cultural beliefs than those of the United States in areas such as
gender roles, religion and spirituality, conununity roles and health beliefs. For example,
several non-Westem cultures consider illness to be caused by emotional, spiritual,
physical and social factors whileWestern cultures tend to focus mostly on biomedical
explanations of ill health. Various studies have shown that cultural beliefs significantly
influence if, how and when people seek health-care services (Arcury, Quandt, & Bell,
2001; Azevedo, Prater, «& Lantum, 1991; Chavez et al., 1986; Crabbe et al., 1996; Ferran
et al., 1999; Galanti, 2000; Meana et al., 2001; Misra, Patel, Davies, Sc T., 2000; Ndeso-
Atanga, 2003; Palinkas et al., 2003; Peak & Weeks, 2002; Remennick, 2003; Rosenstock,
1996; Thamer, Richard, Casebeer, & Ray, 1997; Wei et al., 1996).
The dynamic of the patient/health-care provider encounter is shaped by the
cultural beliefs of the physician, patient, and medical institution. Physicians as a
subculture have a belief system grounded in their professional socialization and training,
which determines how they perceive, interpret and conununicate health related issues.
For example, those trained with an exclusive biomedical approach to ill health will
strongly favor empirical, observable and measurable data rather than psychological and
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sociocultural issues. As well, the medical decision making process will often be seen as
individualistic, autonomous, rational and purposeful (Rajaram & Rashidi, 1998).
Cultural factors that influence health beliefs of patients might include family and
kinship networks, gender roles, role of religion, role of community and indigenous
medical beliefs. For some immigrant groups, such as Asian, African and Latin American
groups, health-care decisions are often made as a family and in most cases the provider’s
recommendation is strengthened if the man of the household agrees with the decision
(Chavez et al., 1986; Galanti, 2000; Meana et al., 2001; Misra et al., 2000; Ndeso-
Atanga, 2003). In addition, health-care services are sometimes sought in places other
than county health departments, hospitals, doctors’ offices or emergency rooms
depending on their respective countries of origin. Many immigrants are more familiar
with a pluralistic health-care system. In addition to the hospital visits, other types of
health-care services include home treatments, traditional or herbal drugs, and non¬
biomedical therapies, all of which are sometimes sought in conjunction with biomedical
or western therapies (Azevedo et al., 1991; Choudhry, 1998; Derose, 2000; Eyega, 2002;
Ivey, 1999; Jenkins, Le, Mcphee, Stewart, & The Ha, 1996; Jones, Cason, & Bond, 2002;
Misra et al., 2000; Neria, 2003; Noumi, Houngue, & Lontsi, 1999; Searight, 2003; Siegel,
Horan, & Teferra, 2001).
Cultural health beliefs also shape the interpretation of ill health and determine
when and where to seek treatment (Table 1). These factors influence the explanatory
models within which illness and treatment are interpreted (Kramer, Ivey et al., 1999).
Explanatory models are a product of social, cultural and historical factors among
subcultures. They offer explanations of illness, provide treatment choices and the







Risk to Mother and Child
African
Geophagia - consumption of
soil, clay or chalk is common
among pregnant women in
many parts of Africa
High rate of anemia in
pregnancies
Studies have linked geophagia with the risk of
anemia, absorption of various environmental
toxins such as lead, copper, etc
Possibility of diarrhea which could affect proper
absorption of essential micronutrients for
pregnancy
Asian
De-worming pills and certain
biomedical/Westem
medications may not be taken
properly because of the belief
that these cause too much ‘heat’






Possible developmental problems due to
nutritional deficiencies, repercussions of
maternal anemia in severe cases, such as low




pregnancy are often avoided
because they are thought to be
‘hot’ and may therefore cause
miscarriage, as it contradicts the
prescribed food for pregnant
women associated with the
‘hot-cold’ theory of illness
Iron-deficiency anemia
occurs in about 50% of all
women in India and in >70%
of pregnant women in India
Lowered resistance to infection; other maternal
morbidities associated with concurrent obstetric
complications, including hemorrhage and shock,
maternal mortality.
Latin American
Often feel no need for pap
smears and gynecological
exams, after marriage and
children
Higher cervical CMicer rates
in Latinos than whites
Cervical cancer, incompetent uterus,
hysterectomy, infertility, mortality
♦Source; APHA, 2001 - http://www.apha.0rg/pDp/red/su1mnarv.htm#beliefs
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sequence in which each treatment will be sought among various therapies. Health
practitioners and lay individuals both hold explanatory models (Kramer, Ivey et al., 1999;
Rajaram & Rashidi, 1998). Therefore, understanding the cultural factors that influence
how immigrant women, such as Cameroonian women, define and manage their health
needs will ensure better communication between physician and patient in developing
effective strategies to prevent, diagnose and treat illnesses.
Migration and Health
This section looks at the impact of migration on health and the current literature
on immigrant health. People migrate to the US for a variety of reasons including
economic and educational opportunities, reunification with family members and in some
cases fleeing persecution from their national government. The circumstances under
which people migrate influence their quality of life and health and level of adaptation in
the US (Kramer, Ivey et al., 1999). The following paragraphs will examine the factors
that affect the health of immigrants as well as those that might account for the change in
their health status once in the US.
Generally speaking, most people consider all foreign-bom persons to non-US
citizen parents as immigrants. However, there are several distinct categories of
inunigrants identified by the US government. One’s inunigrant category upon entering
the US, such as student, visitor, refugee/asylee or undocumented immigrant, determines
what, if any, benefits (such as health, financial and social support) he/she might be
eligible for in the US. For example, students or visitors or those considered non¬
permanent immigrants are usually not eligible for any social benefits. On the other hand,
refugees and asylum seekers (permanent immigrants), who cannot return to their home
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countries due to fear of persecution, are eligible for a variety of resettlement services
including housing, medical services, job training and placement, social security and
school enrollment, albeit for a short period of time (State of Georgia, 2000).
The availability of health services to the refugee upon arrival to the US sometimes
makes it possible for him/her to undergo thorough health screening services that would
not be otherwise available to the student, visitor or undocumented inunigrant. This initial
contact, if successful, increases the possibilities ofmore follow up and access of the
health-care services. A recent study on inunigrant children revealed that non-refugee
immigrants who do not automatically qualify for federally funded health benefits, like
Medicaid, are less likely to have had at least one doctor’s visit per year or a usual source
of health-care (Hernandez & Chamey, 1998).
Despite the cultural diversity of the various immigrant groups, they share similar
challenges due to the migration experience. Although some of the problems that
immigrants face in accessing health-care are similar to those of their US counterparts, the
additional stress of immigration often exacerbates the effect on immigrants. Various
studies have highlighted the numerous physical and psychosocial stressors associated
with immigration that have potentially negative consequences on the health of an
immigrant. These include the acquisition of a new language, accent and culture,
accompanied by changes in social status and income level, and the challenge of finding
employment and establishing a new home (Kramer, Ivey et al., 1999; Meadows et al.,
2001; Murty, 1998).
In addition, immigrant women also face changes in gender roles due to the need
for additional income. In some cases, women who previously did not work outside the
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home are forced to work, which changes the role of the woman from caretaker of the
home to caretaker and provider. The burden ofworking outside the home is sometimes
exacerbated by the nature of the job women have to take while maintaining their role as
caretaker in the household. As well, some of the jobs taken are lower paying jobs that
lack health insurance and benefits (Kramer, Ivey et al., 1999; Remennick, 2003). A
significant amount of immigrant health research focuses on issues such as health
utilization, access to care and the difference in health status between foreign and native
bom (Jenkins et al., 1996; Kramer, Ivey et al., 1999; Misra et al., 2000; Pol, Adidam, &
Pol, 2002; Searight, 2003; Siegel et al., 2001; Singh & Siahpush, 2001; Thamer et al.,
1997). Studies that examine the health utilization practices of foreign born show that
foreign bom are less likely to use health-care services and have different health behaviors
from the native bom (Ku & Waidmann, 2003; Pol et al., 2002). Several factors have
been identified as influencing the use of health-care services such as the immigration
status, lack of English language skills, and lack of health insurance (Ku &Waidmann,
2003; Pol et al., 2002).
Following the 1996 federal welfare reform law, tax supported medical services
available to recent immigrants were significantly reduced and this made an already at-risk
population even more vulnerable (Berk & Schur, 2001; Kullgren, 2003; Park, Samoff,
Bender, & Korenbrot, 2000; Quill, Aday, Hacker, & Reagan, 1999). As well, language
barriers continue to hinder non-English speaking immigrants from seeking and accessing
health-care services. In addition, lack of health insurance influences if and when
immigrants seek preventive and treatment services such as early diagnoses of diseases,
lack of prenatal care, and delayed immunizations, especially for children (Chavez et al..
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1986; Heathcote, 1995; Ivanov & Buck, 2002; Ivey, 1999; Jones et al., 2002; Leduc &
Proulx, 2004; Meadows et al., 2001).
Although most of the research on immigrant health tends to focus on documenting
the vulnerabilities, especially of non-Westem cultures, it should be noted that many
immigrant groups upon arrival in the US tend to have a comparable health status to their
American counterparts. Studies that show a comparable or better health status of
immigrants than their US counterparts also include the healthy migrant effect as an
explanation for this status (Hernandez & Chamey, 1998; Singh & Siahpush, 2001;
Stephen, Foote, Hendershot, & Schoenbom, 1994). The healthy migrant effect describes
the self-selection process in which only the healthiest and strongest choose to migrate
(Kramer, Ivey et al., 1999). Further investigation points to the role of protective health
promoting practices from the respective countries of origin, such as low alcohol and drug
consumption, diets rich in fruits and vegetables and higher levels of physical activity, as
one of the contributing factors to a comparable health status (Choudhry, 1998; Hernandez
& Chamey, 1998; Singh & Siahpush, 2001).
However, cultural beliefs and practices are not static. They are dynamic,
responsive and evolve as needed to adapt to changing environmental conditions. The
longer immigrants live in the US with fewer long-term visits to their country of origin,
the more likely they are to adopt some of the American culture and lifestyle. This
process, also known as acculturation, describes “the degree to which an individual from
one culture gives up the traits of that culture and adopts the traits of the dominant culture
in which he or she now resides” (Neria, 2003).
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Therefore, in addition to understanding the cultural beliefs of the respective
immigrant groups, information is also needed about their length of stay in the US. For
example, previous studies showing that immigrant children had a comparable or better
health status upon arrival to the US (due to some of the benefits mentioned in the
previous paragraphs) also showed that immigrants tend to lose these benefits over time
with a longer stay in the US (Choudhry, 1998; Hernandez & Chamey, 1998; Ku &
Matani, 2001; Ku &Waidmann, 2003; Palinkas et al., 2003; Singh &. Siahpush, 2001).
In addition, inmiigrant groups from Latin America and Asia who come from countries
with low incidence rates of diseases such as diabetes or breast cancer tend to mirror the
incidence rates of their US counterparts after a short stay in the US (Kagawa-Singer «&
Kassim-Lakha, 2003). It is still not clear what sequence of factors contribute to the
decline in health benefits over time.
Unfortunately, very few data collected in the US specify country of origin,
immigration status and length of stay in the US. Asa result, most immigrant health
research, specifically on acculturation and health, is only limited to a handful of countries
requiring cautious generalizations to the immigrant population at large. Examining how
Cameroonian women define and manage their health needs will not only highlight some
of the health beliefs that influence treatment seeking behavior, but will attempt to capture
the meaning behind these beliefs.
African Immigrant Women’s Health
Despite the increase in the number of immigrants from Africa as well as diversity
in country of origin and iimnigrant status, the African immigrant appears to be the
“invisible immigrant” in immigrant health studies. Very few studies focus on African
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immigrant health. For example, of the 179 immigrant health studies reviewed by the
Centers for Disease Control and Prevention (CDC) in 1999, only two focused on African
immigrants, concentrating specifically on refugees from Ethiopia (Loue, 1998; McCaw &
DeLay, 1985). The majority of the 179 studies in the review focused on immigrants from
Asia and Latin America. With regards to the health needs of the African immigrant
women, the primary focus is on reproductive health needs (Adbdulkadir, 2001; Eyega,
2002; Oboro, 2000).
Several studies have reported that African immigrant women are at a higher risk
for infectious diseases, such as hepatitis, as well as malaria and other parasitic diseases
linked to their respective countries of origin. In spite of this, African women underutilize
many of the preventive and curative health-care services available in the US although
reasons for this underutilization have not been fully examined (Kramer, Ivey et al., 1999;
Meadows et al., 2001; Pol et al., 2002). Studies reveal that many African immigrant
women receive initial health information during prenatal visits. Therefore, for the
women who are young, single and not pregnant, access to health information is very
limited or non existent (Eyega, 2002).
Factors that influence the health status of African immigrant women include their
role in the family and conununity, and their socioeconomic status. As well, many face
similar immigration stressors such as acculturation issues, lack of financial resources,
inadequate housing (often having to live with other people in the first few months or
years), loss of help with childcare and lack of health-care.
Women are often consumed by their family needs and have little time to attend to
their own needs. As a result, they cope with tension silently, often with minimal support.
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and only pay attention to their health problems when they become urgent (Murty,
1998). In addition, the breakdown of the traditional support networks that might have
existed in their country of origin exacerbates the situation sometimes leading to self¬
neglect (Remennick, 2003).
Within the African context, women generally seek advice and support from
concerned family members, friends, religious leaders, elders or traditional healers when
faced with mental health difficulties. Social integration of immigrant women with native
women can be a slow process impeded by cultural and linguistic barriers (Murty, 1998).
As a result, the western form of psychotherapy and the thought of opening up to a
stranger is inconceivable for many African women as mental health struggles are quietly
absorbed in the fabric of the cultural and social institutions. Therefore, most people who
seek mental health assistance outside of the confines of the family (includes extended
family and immediate community) run the risk of being stigmatized.
Although there has been an increase in immigrant health research over the years,
few studies focus on how immigrants define their health needs and even fewer on African
immigrants. As a result, gaps still exist in the current literature for studies that examine
how African women define and manage their health needs. This study focuses on
Cameroonian women as a sub-sample of African women in order to contribute to the
gaps in the literature. Cameroonian women were selected for several reasons.'* First,
they represent a sector of immigrants that is growing in size but has never been studied.
Second, this population includes recent arrivals as well as long-time residents. Third,
Cameroonian immigrants are unique from the most studied populations like the Asians
* See introduction and literature review for additional reasons for selecting Cameroonian women.
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and Latin Americans. Use of health-care studies conducted on Asian and Latin
American immigrants identify factors such as language, socioeconomic status and
literacy as potential barriers to accessing health-care services (Chavez et al., 1986;
Choudhry, 1998; Derose, 2000; Frisbie, Cho, & Hummer, 2001; Jenkins et al., 1996;
Jones et al., 2002; Ku & Waidmann, 2003; Misra et al., 2000; Thamer et al., 1997; Wei et
al., 1996).
Cameroon, unlike most Asian and Latin American countries, has English as one
of its official languages. In addition, unlike Asian inunigrants, fewer Cameroonian
inunigrants come in as refugees. Most arrive for school purposes, to reunite with family,
or having won the visa lottery. These categories influence the type of inunigrants coming
from Cameroon and the type of experiences they have in the US society, specifically in
accessing health-care services. For example, those who are admitted for school purposes
are more likely to have completed high school and to have been accepted at a university
in the US. In addition, they will be required to attend college and complete all four years
of college once in the US, in order to be compliant with US immigration laws and
maintain legal status. As a result, the Cameroonian immigrant might be more educated
and fluent in English, but could also have other challenges typical to other immigrants
that influence if, how, or when they use the health-care services available to them.
Therefore, while they might share some of the same challenges common to most
immigrants of adjusting to a new culture, exploring how they define and manage health
needs could provide additional insight to immigrant health research that has not been
addressed by studying other immigrant groups.
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Background on Cameroon
Cameroon is located in central Africa between Equatorial Guinea and Nigeria.
Slightly larger than the state ofCalifornia,^ it has a population of about 15.8 million
people, and 46% of the population lives in rural areas. Cameroon has a tropical climate
moderated by altitude and distance from the sea. Temperatures vary between 60 degrees
Fahrenheit at night to 97 degrees during the day. The main ethnic groups include the
Bantu (Bamileke, Beti, Bulu, Bassa, Douala), Semi-Bantu, Choa and Baka (pygmies),
broken up into over 250 different tribal groups with distinct languages.
Languages Spoken
French and English are the two official languages although the majority of the
population is French speaking. Most newcomers to the US speak fluent English or
French. In addition pidgin (a form of broken English) is also commonly used. There are
ten provinces in Cameroon, two ofwhich (Northwest and Southwest) make up the
English-speaking region.
Religion
The Cameroonian population is 80% Christian and 20% Muslim. However, most
people also practice various indigenous beliefs and religions together with Christianity
and Islam.
Migration Trends
Most Cameroonians living in Georgia have immigrated over the past three
decades. Cameroonians began migrating to the US for educational and economic
opportunities, mostly arriving as students. In the last five years some have arrived as
^ Land area of about 475,440 sq km or 183,519.84 miles
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refugees or as winners of the diversity visa lottery program. The diversity visa lottery
program is administered annually by the US Department of State, and it awards 50,000
permanent US visas to persons from countries with low rates of immigration to the US,
such as Cameroon. Applicants for the visa lottery must meet simple, but strict, eligibility
requirements that include having completed high school or two years work experience in
a field that requires two years of training. Winners of the diversity lottery are eligible for
permanent residency in the US and are also able to access institutional support available
to other permanent residents such as refugees (US Citizenship and Immigration Services,
2003). Most Cameroonians living in Atlanta live in Cobb and Gwinnett counties.
Health Notes and Traditional Medical Practices
The Cameroonian woman is greatly disadvantaged regarding her access to health.
In addition to the risk in areas such as maternal mortality, sociocultural variables such as
gender roles, women’s disadvantageous positions in society, class and ethnicity also
negatively influence women’s access to health in Cameroon (Ndumbe, 1999). Most
women generally seek health services that are related to childbearing and family
planning, and the major barrier to accessing health services was their experience with
hospital staff. Lack of a good experience with hospital staff, above other factors such as
cost and distance, prevented many women from returning for future health-care services
(Ndumbe, 1999).
Cameroon, like many developing countries, has a pluralistic medical health
system where people seek health-care services in places other than the health department,
doctor’s office or emergency room (Azevedo et al., 1991; Ndeso-Atanga, 2003; Ndumbe,
1999; Pool, 1994; Ryan, 1998). Ryan’s (1998) examination of the sequential behavioral
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patterns of the medical decision-making process in Cameroon revealed several
different treatment-seeking patterns. These include delaying initial treatment, using
various home remedies or pharmaceuticals, going to a local hospital and consulting with
a private nurse or traditional healer. These methods of treatment were not necessarily
mutually exclusive (in the sense that the different options can be used simultaneously)
but were often exhausted (that is, treatment modalities were rarely repeated).
Non-western medicine in Cameroon is often treated as competitive or
complementary to traditional medicine depending on the perceived cause of ill health
(Blackett, 1997). According to Noumi et al (1999), the financial crisis in Cameroon
between 1980-1990 spurred a greater interest in the use of alternative medicines. The
devaluation of the local currency and low salary increased the prices of conventional
western medicine, making them inaccessible for many people. In addition, payment was
also required to access health services that had been offered for ‘free’ due to the
government subsidies. As a result, a relatively high number of patients do not seek care
in the formal sector or only utilize formal health services after alternative treatments have
failed (Crabbe et al., 1996).
According to Ndeso-Atanga (2003), patient income, cost of service, and
proximity to health center influence decisions on choice of health-care provider to a
much lesser degree than previously thought. These factors are most important only when
a disease is perceived as less severe and the condition is less sensitive to quality
treatment. When a disease dictates quality treatment, even low-income patients make the
necessary sacrifice to pay for transportation to a more expensive center and seek the
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higher cost of treatment. Therefore, the condition of the patient rather than their
income significantly influences their selection of health-care provider (Ndeso-Atanga,
2003).
Cameroon, like several other African countries, often has an informal health
system in which individuals can purchase drugs at local pharmacies without a
prescription, often consulting with the drug seller in place of a physician. A study
conducted by van der Geest (1987) on informal sales of drugs in Cameroon identified
four main factors that influence the decision to purchase drugs at local pharmacies: 1)
drugs from vendors are more affordable; 2) drug vendors are more accessible, 3) little
shops have more flexible opening hours than health services, 4) the social distance
between patients and drug vendors is often smaller than the distance between patient and
health-care provider. However, when selecting the choice of health-care provider,
Ndeso-Atantga (2003) discovered that the perception of the severity of the disease more
than any other factor appears to influence the choice of health-care provider.
Medical and cultural anthropologists continue to recognize the ethnocultural basis
of illness and the cultural factors that influence normative health practices as well as the
important but often subtle roles played by ethnicity and culture in seeking health services
(Stem, 1985). The premise of this study is based on the idea that before asking another
person to adopt your health beliefs it is important to know what their health beliefs are,
how they manage health needs and how to come alongside what resources exist at the
grassroots level to ensure maximum use of the services, in a more cost effective way.
Therefore, it is important to examine how immigrant women, such as Cameroonian
immigrant women, define and manage their health needs in order to identify the most
appropriate areas of intervention to optimize their access to, utilization of, and
satisfaction with the available health-care services in the US.
CHAPTER 3
METHODOLOGY
An exploratory research design was used for this study based on the literature
review.* Exploratory research is appropriate for issues that have not been adequately
addressed or where a paucity of data exists. It also provides the kind of flexibility that
allows the researcher to modify the study, where appropriate, and take advantage of new
leads for collecting information (Neuman, 1999). This chapter will provide additional
information on the study design, sampling methods, recruitment strategies, data
collection and analysis. The original and final design will be presented along with the
reasons for modifications.
The methodology produced a combination of primary and secondary data. The
literature review describes the source and type of secondary data collected. Secondary
data provided information on previous immigrant health research and helped identify
gaps in knowledge. It also revealed emerging themes, types of variables and types of
tools used to collect data. For example, previous studies had shown that when analyzing
inmiigrant groups, region of origin, length of time in the US and English-speaking ability
were significant independent predictors of higher-risk behavioral profiles and poor
preventive health care practices (Benisovich & King, 2003; Camarota & Edwards, 2000;
' The literature review revealed that very little research had been conducted on immigrant women from
Cameroon and most of the research did not address the question of how health needs were defined and
managed.
^ See literature review section
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Chavez et al., 1986; Choudhry, 1998; Derose, 2000; Frisbie et al., 2001; Heathcote,
1995; Ivey, 1999; Jenkins et al., 1996; Jones et al., 2002; Ku & Matani, 2001; Ku &
Waidmann, 2003; Lone, 1998; Misra et al., 2000; Palinkas et al., 2003; Pol et al., 2002;
Siegel et al., 2001; Stephen et al., 1994; Thamer et al., 1997; Wei et al., 1996).
Therefore, the secondary data informed the primary data collection process in terms of
what variables to include, types of questions to ask and new areas to concentrate on.
Study Design
A combination of quantitative and qualitative research methods was used to
collect primary data. Quantitative research was conducted using closed-ended surveys.
Data collected included demographic information such as age, marital status, number of
children, level of education, occupation, number of years in the US and initial reason for
moving to the US (Appendix A & B).
Qualitative information enhanced the quantitative data. Qualitative data collected
in participants’ words provided meaning and clarity to the perception of health needs
(Meadows et al., 2001). Data were collected using in-depth interviews with open-ended
questions and a focus group session. Questions focused on how participants define
healthy and unhealthy, how health needs are managed, how resources are organized, and
practical suggestions to promote healthy lifestyles for Cameroonian women in Metro
Atlanta, Georgia (Appendix C). An attempt was made to examine and, where necessary,
modify previous survey tools used in similar studies (Loue & Bunce, 1999) in order to
increase the reliability and validity of the results. Combining qualitative and quantitative
research ensured that the advantages of each methodology complemented the other and
strengthened the research design (Neuman, 1999).
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Sampling
Primary data were collected in two phases. Phase I was a ‘pre-screening’ phase. Pre¬
screening was useful in identifying a large sample of Cameroonian women in Metro
Atlanta, from which a list of potential participants could be derived. Phase II consisted of
one-on-one interviews and a focus group with a sub-sample of participants from Phase I.
Snowball sampling was used to identify potential participants. Depending on the
topic for qualitative research, random sampling might not always produce the most
appropriate participant to inform the research (Morse & Field, 1995). In this case with a
topic such as how people define health and the age criteria of 18-65, all participants, even
those selected randomly, would have been appropriate (Morse & Field, 1995). However,
in the absence of an exhaustive list of Cameroonians living in Metro Atlanta, random
sampling was impossible. Therefore, creative application of snowball techniques was
used to identify potential participants.
One of the challenges in working with immigrant groups is the lack of statistics
on their actual population size and specific location within the various states or cities.
Snowball sampling was appropriate because it is a method used to identify cases in a
network or community, such as Cameroonian immigrants (Neuman, 1999). Based on the
researcher’s experiences, contacting the leaders of the Cameroonian community groups
in Metro Atlanta would facilitate access and build rapport in the community. This would
in turn make it easier to develop the type of social relations necessary to gain trust and
confidence among potential participants. As a result snowball-sampling techniques were
applied in the following ways.
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First, an exhaustive list of the various Cameroonian community groups, their
leaders and contact information was developed. Cameroonian community groups were
identified by word of mouth and through the Internet. Previous experience indicated that
most Cameroonian community groups interact with their members through Internet
communities created on the yahoo group Internet website.® Therefore, a search was
conducted on the yahoo groups website^ using keywords such as “Cameroon” and
“Africa.” This search revealed about 262 groups using the keyword “Cameroon.”
Groups were not listed by specific location in the US so it was difficult to identify the
groups based in Atlanta, Georgia. However, additional follow-up was only done with
groups that had thirty or more members and evidence of recent activity through messages
exchanged within the current month of investigation. For the yahoo groups, the
researcher considered the moderator of each group as the leader unless stated otherwise.
Each leader was contacted via email, phone call, or in person (depending on the
type of contact information available) with an explanation of the study and a request for
names of the women in their group. Secondly, a search of the local phone books (with
residential numbers) was conducted to identify possible Cameroonian surnames and
contact information. Finally, announcements of the study were sent to various friends
and associates through word of mouth and email, with requests for potential participants
and contact information. These different strategies not only identified Cameroonian
* See Background on Cameroon in literature review section that describes the types of community
groups that exist in the US or Metro Atlanta, Georgia.® See www.vahoogroups.com
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women but also gave credibility to the project and reduced suspicion among potential
participants who had never participated in a research of this kind.
In a small and interconnected community, such as an immigrant community,
caution must be taken to ensure that participants are not too closely connected (Meadows
et al., 2001; Neuman, 1999). Snowball sampling was effective because, although as a
whole the Cameroonian community might be interconnected, each individual does not
necessarily know, interact with, or is influenced by every other person in the community.
This makes it easier for participants to communicate freely without fear of gossip due to
familiarity.
Criteria forEligibility
For the purpose of this study, the following criteria were used for all eligible
participants:
• Must be bom in Cameroon to one or two Cameroonian parents but could now be a
citizen of the US or dual citizenship in Cameroon and the US
• Must be female between the ages of 18-65
• Must be fluent in English
• Must currently reside in the Metro Atlanta area which includes the following
counties: Barrow, Bartow, Caroll, Cherokee, Clayton, Cobb, Coweta, Dekalb,
Douglas, Fayette, Forsyth, Fulton, Gwinnett, Henry, Newton, Paulding, Pickens,
Rockdale, Spaulding, Walton.
These categories were established to operationalize the research and control for variation
by focusing on specific criteria. Participants did not have to have any previous




After developing a list of potential participants and contact information, each
Cameroonian woman (N=40) was contacted to determine interest in the study. If
interested a simple screening questionnaire, which included questions to fit the
recruitment criteria, was administered to identify eligible participants (Appendix A).
Interested individuals were asked to provide the best contact time and telephone number
for Phase 11. They were also asked for referrals along with permission to use their names
when following up with those referrals. Initially, all forty participants agreed to
participate in the study and expressed their interest. However, when asked for best
contact time and telephone number to follow up with the one-on-one interview or focus
group, only 35 participants gave additional information and reconfirmed an interest in the
study. The other five participants cited potential scheduling conflict, either due to work
or possible travel as reason for not following through.
In order to ensure that participants selected could best inform the research, during
the prescreening phase, participants who appeared less willing to discuss personal issues
were recruited for the one-on-one interview group while those who were more willing to
discuss personal issues were placed in a group format. This gave the quiet, less verbally
expressive individuals an opportunity to share their perspective in a setting most
comfortable for them (Morse & Field, 1995).
Participants were placed into five categories according to the number of years in
the US, number of children, age, education level, and role of traditional medicine. These
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categories were selected based on previous research on immigrant health that appeared
to identify these areas as possibly influencing health outcomes (Lx)ue & Bunce, 1999).
Phase II:
Phase n consisted of the one-on-one interviews (n=9) and one focus group (n=4).
Interviews were scheduled according to participants’ convenience regardless of the time,
day or place of interview. Interviews were scheduled at all times of the day from as early
as 9 AM to 9 PM throughout the week. Participants chose the setting and site for the
interview. All interviews were conducted in the home of the participant who selected a
convenient room for the interview. The kitchen or dining room was often the preferred
setting, and the children (if any) were occupied along with their husbands either in
different parts of the house or had left the house completely. The focus group was
scheduled at a hotel in a location that was familiar to most participants, as several
Cameroonian organizations had hosted parties, meetings and other events at or near the
hotel.
Closed-ended structured surveys, with additional demographic information, were
distributed to participants in the focus group and one-on-one interview (Appendix B &
C). The focus group and interviews were conducted in English. Since the interviews
were conducted in a conversational tone, participants were free to use some broken
English words to further explain or clarify a point. An informed consent was given to
each participant prior to the interview and focus group. The Institutional Review Board
of Morehouse School of Medicine reviewed and approved this study and informed
consent. Additional efforts were made to guarantee confidentiality by assigning a code
number to all surveys so that participants’ names would not be overtly visible.
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All interviews were audio recorded with the consent of participants. Interviews
lasted an average of 50 minutes with some lasting as long as 80 minutes and as little as 45
minutes. Field notes were also taken during the interviews that included location,
description of the environment, length of interview, researcher’s impressions, preliminary
analysis, and lessons learned as to what worked (e.g. probes, question structure) and what
did not. While no question had to be changed, the author was more aware of the need to
rephrase questions if needed. An audit trail was maintained that documented decisions,
choices, and insights.
Descriptive statistics were generated using EPI-Info. Qualitative data were
transcribed and content analysis was used to develop contextual themes. Verbatim




Results presented will include data from Phase I and H, respectively. Selected
interviews will be included to provide contextual descriptions of various themes.
Examples of quotations from participants will clarify the domains of healthy behavior.
Demographic data collected in the initial screening in Phase I were to identify eligible
participants (Appendix A). Forty women (n=40) identified from the lists of community
leaders and other referrals within the Cameroonian community fit the criteria for
inclusion. Of this sample 83% were between the ages of 26-40,63% had been in the US
for less than ten years, and 90% were college educated. As well, 60% did not consider
traditional medicine important to their health care needs (Table 2). Of the forty who were
initially interviewed, thirty-five were interested in a more detailed interview. Twenty
committed to a specific time for an interview or focus group but only thirteen were able
to keep the appointments. At least three phone calls were placed at different times to the
other seven to reschedule with no success. A total of thirteen participants (from the
general sample of forty) were available to do one-on-one interviews and focus groups.
Participants (n=13) were carefully chosen to ensure that the sample represented the
differences in age group, length of stay in the US, level of education, and role of
traditional medicine in health care.
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Focus Group and One-on-one Interviews
Age Range Frequency Age Range Frequency
20-25 2 20-25 1
26-30 10 26-30 4
31-35 13 31-35 5
36-40 10 36-40 2
41-45 3 41-45 1
46-50 1 46-50 0
51-h 1 51+ 0
Years in the US Frequency Years in the US Frequency
1-5 14 1-5 5
6-10 11 6-10 3
11-15 8 11-15 2
16-20 6 16-20 3
21-25 1 21-25 0
Level of Education Frequency Level ofEducation Frequency
High School 3 High School 1
Secondary School 1 Secondary School 0
College 36 College 12
Children Frequency Children Frequency
No Children. 16 No Children 4
Have Children 24 Have Children 9
Role of traditional
Medicine Frequency Role of traditional medicine Frequency
Very Important 1 Very Important 1
Somewhat Important 14 Somewhat Important 2
Not Important 24 Not Important 10
Don't Know 1 Don't Know 0
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Ten in-depth interviews and one focus group with four participants were conducted in
Phase n*° (Table 2). Phase n’° participants listed various reasons for coming to the US
but the majority came for educational purposes (54%) and to join their spouse or parent
(31%) (Figure 1). Most participants were married and living with their partners in the US
(61%).






None was divorced, widowed or geographically separated from their partners due to
immigration reasons (Figure 2). Participants varied in their occupation from stay at home
mothers to nurses, teachers, pharmacists and insurance specialists.
Fourteen participants made up the sub sample as one of the women participated both in the one-on-
one interview and focus group.
Figure 2. Marital Status
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^ Single Never Married ■ Single living with partner □Married living with partner
None of the participants had a household income less than $10,000, but they were equally
split in each of the other income ranges provided (Table 3). Although the majority of
participants had one job and worked between 40-50 hours per week, one participant had
three jobs and worked between 51-60 hours per week. One hundred percent of all
participants had health insurance and very few knew where to go in case of no insurance.
When asked where they sought health-care services in non-emergency situations, most
participants listed the doctors’ office as the first place of treatment (Figure 3).
Of the routine preventive exams, 93% had received a breast exam, pap smear and
complete physical at least within the current year (Figure 4). One participant who had
health insurance and had not had any of the preventive exams said she would have had to
pay out of pocket expenses since her health insurance did not cover routine tests. It was
unclear if this participant had reviewed all the paperwork about her health benefits or
based her conclusions on hearsay.
Table 3. Household Income
Household Income Frequency




I don’t know 3
Did not answer 1
Figure 3. First Place for Treatment
2 4 80 6 10
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Figure 4. Preventive Routine Tests Performed
Participants who had not had a vision or dental exam cited several reasons for
this. High cost of the exams was the primary reason, adding that vision and dental
insurance were too expensive especially when they were not feeling any pain in those
areas (tooth or eye pain). Two participants also citedfear ofdental exams as reasons for
not having one. Further probing about the source of this fear led to explanations such as
previous experiences from friends and family who “did not have any dental problems
before going to the dentistfor a routine check up, but later came out with all sorts of
tooth problems after the dental exam.” Another participant in explaining her fear of
dental exams listed the potential spread ofHIV during dental exams. Further probing did
not reveal the specific source of this fear, although this participant was willing to have
her young children see a dentist on a regular basis.
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Of the diseases diagnosed since arrival in the US, most participants who had
given birth in the US had been diagnosed with having high blood pressure associated
with pregnancy. Other diseases included anemia, depression, malaria and arthritis. Over
halfof the participants (77%) Were members of various Cameroonian organizations in the
US. One hundred percent were Christians and 54% attended worship service at least
once a week.
Qualitative data derived from the focus group and one-on-one interviews will be
presented in three main subheadings. These include; “defining health,” “managing health
needs,” and “outreach to the Cameroonian coimnunity.”
Defining Health
Very Healthy:
Participants were asked to describe a very healthy and a very unhealthy person. A
very healthy person was often described as “one who has no health problems‘^ and has
had various health tests to verify and confirm the absence ofhealth problems, illnesses,
or diseases” Participants often emphasized that it was not sufficient to appear disease-
free. Tests had to be conducted to ensure the absence of any disease symptoms in order
to consider anyone as very healthy. This definition was further reinforced in their health
self-assessment. Using a five-point scale (Appendix D) with one (1) being very
unhealthy and five (5) being very healthy, most participants rated themselves as four (4)
healthy (Table 4).
II Health problems, illness and diseases were used interchangeably to describe illness or ill health.
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Table 4. Assessing Health Status and Reason for Choice ofSelection




Reasons include: Reasons include: Reasons include:
Presence of chronic Has regular check up Never sick
condition - anemia, high
blood pressure Has no medical complications Only sees the doctor for
Lack of exercise Exercises
preventive care
Lack of a social life for Goes to the doctor for
Has recently had a
complete check which
mental relief preventive care showed no disease present
When asked why they did not rate themselves as five (5), among other reasons,
most said it was because they “had not had a health check to rule out the presence ofany
potential disease. ” None of the participants rated themselves as a one (1) very unhealthy,
or two (2) unhealthy. When participants who did not consider themselves very healthy
were asked why, they were more likely to provide suggestions on what they could do to
improve their health, such as exercising or having regular check ups. On the other hand,
those who considered themselves very healthy, when asked why, were more likely to
provide suggestions on what they could do to stay healthy. For example, one of the
participants said,
I don’t do anything in particular to live a healthier life. If being healthy is having an
ideal body weight I naturally have that. I don’t have to do much to have that. And I
have no disease symptoms -1 just don’t have those. And I don’t have any risk
factors that I know of - so in my opinion I don’t have to do much.
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Focus group participants defined a very healthy person in spiritual, mental,
physical and social categories. Spiritually, one had to “have a good relationship with
God because that helped you to understand your role in society and how tofulfill this
role. ” Mentally, one should “have minimal stress in one’s life and should also be able to
handle the stress one has. ” Physically, one should “exercise, do routine check ups and
have an ideal body weight. ’’ However, most participants were unable to specifically
identify what an ideal body weight was. Finally, socially “one had to have a good
support system offriends andfamily to relax with and to provide emotional andfinancial
help when needed. ”
Very Unhealthy:
When asked to define very unhealthy, this description was common among
participants: “One who is very unhealthy has a disease(s) that has manifested and affects
one’s daily activities.” Participants generally agreed that if one had a disease that did not
affect her daily activities, and she could still function‘d then they would not consider her
very unhealthy. Other unhealthy characteristics included living in a dirty environment,
lack of exercise, not eating the right types of food (generally referred to as always eating
out and eating junk food), stress, poverty (described as the inability to afford good quality
food), living with debt, not getting enough sleep, smoking, drinking a lot and unexplained
weight loss. The issue of a dirty environment (similar to the good hygiene habits listed
above in the very healthy category) was a recurrent phrase in the focus group and in the
one-on-one interviews with participants.
The term function is generally used when speaking pidgin English. It is used to describe one’s
ability to carry on with her daily activities such as going to work, cooking, cleaning and attending social
events.
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Focus group participants also described life in America as a very unhealthy
lifestyle for the following reasons:
Unhealthy diet and cost of living; “//z America, there are a lot more processed
foods. You need money to buy fresh foods, unlike in Cameroon where you could harvest
vegetables and other foods and fruits from the garden in your house or that of your
neighbor.”
Living standards: “Living standards are too high in the US. You are always
working and that increases one’s stress. In Cameroon you only had two bills - water and
electricity. Here we have to work, go to school, and take care of the family with little to
no extra help. ”
Lack of exercise: “In America you drive everywhere compared to walking to most
places in Cameroon. In Cameroon, you exercise without realizing that you’re
exercising. ”
Inadequate support system; “Support systems are sometimes absent for us
Cameroonians or not as strong. ’’ “Family in Cameroon and the role of its members are
more structured. In Cameroon, sometimes you help a family member not because you
really want to, but because you are afraid of what the elders in the family would say of
your negligence. But when we come to America, something breaks down that hierarchy
and respect and we no longer feel any sense of obligation to our own family members.
This breaks down the support system. So rather than the family getting together to find
ways to help you, in the US, you’re left to solve yourproblem with little to no support. ”
Depression was listed as an unhealthy lifestyle. Stress and worrying were
sometimes used interchangeably to describe depression. Unlike the participants in the
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one-on-one interview all the focus group participants spontaneously talked about
depression and acknowledged that it was something they had observed in the community.
They freely talked about friends’^ who they thought might be depressed, and
acknowledged that the community might not be equipped to provide help because “it is
not something we know in Cameroon or take seriously." The feelings expressed below
were common to most participants:
Our perception ofmental illness back at home (in Cameroon) is to the extreme. When
people talk about those who suffer from mental illness they use words like ‘dis man
don craze’ to describe it...[this phrase is often used to describe those walking on the
streets with no clothes or with worn out clothes and no home, and appear mentally
disoriented]. So as long as you’re not walking naked on the streets you are fine.
Healthy Habits:
Nearly all participants listed eating right as a good healthy habit. The phrase
eating right was usually interchanged with phrases such as eating a balanced diet, eating
less fatty foods, low cholesterol levels and cutting down on junk foods. Fast foods,
sodas, and foods high in sugar were considered junk food. While almost everyone
included eating right as a healthy habit, very few, when probed, were able to describe
what a balanced diet was. This dialogue was typical between researcher (R) and
participant (P).
R: What does eating right mean to you?
P; It means eating the right types of food. Eating a balanced diet.
R: How would you describe the right types offoods?
Names of friends were not usually revealed.
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P: You know... lots of vegetables, fruits, and cut out all the junk foods.
R; What do you considerjunkfoods?
P: Fast food, soda, foods high in fats and oils.
R: Are you familiar with the foodpyramid?
P: (some of them said yes, and some said no)
R: (for those who were familiar with foodpyramid). Do you know what types offoods
fall within each section of thefoodpyramid and how much should be eaten?
P; Not really. I guess Just a little of everything from the pyramid.
Other characteristics of a healthy person or healthy habit include being financially
sound, physically fit and energetic and practicing good hygiene habits. Participants in the
one-on-one interviews and focus group listed financial management as a key healthy
habit, which prompted further probing. When asked why handling of their financial
issues could be listed as a healthy habit, participants explained that: Managing finances is
important because without money, you cannot afford to payfor insurance, eat healthy,
and when you cannot pay your bills you become stressed and that is very unhealthy.
According to participants, good hygiene habits include good appearance, keeping
neat, wearing clean clothes, and taking care of your hair. Also routine tests like pap
smear were described as healthy habits. Participants acknowledged this as one of the
benefits of living in the US in remarks such as: “Thefirst time I had a pap smear was in
the US when I was 25. I had never heard of it in Cameroon and had never been asked to
have a pap smear at home.”
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Managing Health Needs
Recurring health problems identified by participants include headaches,
toothaches, painful stomach cramps, anemia, hepatitis B, smoking (difficulty in ceasing),
high blood pressure during pregnancy and episodic arthritis. Lack of regular dental care
was a common concern for several participants.
In trying to understand how health needs are managed, participants were asked to
describe the sequence of actions taken the last time they did not feel well. The scenario
below captures the common themes for most responses. Causes of ill health varied from
issues such as intense headaches, to prolonged neck pain to dizziness and nausea.
Most participants waited 24-72 hours before seeking outside medical help,
whether formally through their primary care physician or informally through friends who
were doctors or pharmacists. However, various treatment options were taken during that
time to alleviate the pain (Table 5).
Table 5. Decision on Line of Treatment
Review day’s activities and wait 24 hours to
see if pain subsides
' ^ Does not consult a doctor
Consults with family, friends/associates
(usually those who are pharmacists, nurses or
doctors), or Internet for possible diagnoses (24-
48 hours)
1 Informally consults a doctor but
only one who is a friend. Not their regular
physician.
Takes over-the-counter (OTC) medication
(usually suggested by those consulted) (24-72
hours).
1, —-.^Only considers seeing a doctor if
OTC does not help or the Internet does not
provide diagnoses.
Those with children were most likely to see
a doctor if pain persisted beyond 48 hours.
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First, participants generally delayed treatment for at least 24 hours to see if the
pain would subside. Many tried to review the day’s activities to see if any specific
activity might have caused the pain. For example, if a headache was brought on by the
lack of sleep from the previous night, then they might try to get some sleep. During this
time, some participants sought advice from their husbands, friends or the Internet in
trying to identify other causes and possible solutions. Information received from family
members could include possible diagnoses or treatment options (such as over-the-counter
medications). A doctor was only consulted if the pain persisted and the recommended
medications did not provide any relief.
Delay in seeking formal treatment appeared to be fueled by cost, convenience,
and accessibility. Those who chose over-the-counter (OTC) medications as the first line
of treatment claimed that they did so because they could not afford to go to the doctor
and it was easier to “just go and ask the pharmacist” (cost and convenience). Despite
acknowledging that OTC medications do not cure illness and claiming to have health
insurance they still felt comfortable with using OTC medications before consulting a
doctor.
For those who sought advice from the Internet or health books, this method was
chosen because it was “free and easily accessible from home. ” When asked why the
Internet and not the doctor’s office or hospital, a participant who used the Internet to find
the cause of a particular symptom she was dealing with remarked that multiple websites
confirmed that there was no particular cure for the disease. In addition, information was
also provided on the types ofmedication that could provide relief. Therefore, after
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buying the medication “there was no need to see the doctor because the doctor would
say the same thing.”
For those who chose not to see the doctor due to cost, it was not clear if the
perception of the cost was based on their personal experience or through anecdotal
reports among their friends and family. The speed at which doctors were consulted
depended on 1) the extent to which the pain disrupted their daily activities, 2) the nature
of the pain - if it was unusual and persisted, and, 3) whether they had children, as those
who did were more likely to see the doctor sooner - either because they were the primary
caretaker, or were afraid of transmitting anything to the children. As one participant
remarked.
Before I had my children, I used to get sick but was too afraid to call in as I did not
want to jeopardize my job. I just wanted to work as much as possible, as I often
calculated my paycheck before it ever got to me. Things like that made me reluctant
to see the doctor. But now with the babies, I am afraid I might pass something to
them, and besides who will take care of them if I am not doing well? So I don’t wait
for too long before calling my doctor.
Single women in this sample were more likely to use phrases like ‘7 do not have
time to be sick, or 7 have to be dying to go to the hospital' when asked why they do not
go to see a doctor when sick. For the most part, going to see the doctor for a routine
checkup when not sick was considered something that took up too much time. Although
most participants complained of doctors always being in a rush in the US, they were
generally satisfied with their doctor’s visit, especially when they had the opportunity to
ask questions and receive answers from the doctor.
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Use ofAlternative or TraditionalMedicine:
Sixty percent (60%) of participants did not consider traditional medicine
important to health-care (Table 2), but almost all had previously used traditional
medicine while in Cameroon. Most participants admitted to using traditional medicine
when they were very young, and the decision to use traditional medicine was made by an
older member of the family.
Traditional healers did not appear to be the first line of treatment but were only
used after western medicine failed to provide relief. None of the participants mentioned
deliberately seeking traditional care for themselves as adults and none had sought
traditional care in the US. Although several admitted to using multivitamins, they were
not particularly clear about what type to use. Some participants did not feel comfortable
about using nutritional supplements in the US because of the “negative reports on the
media on potential side effects ofsome of the supplements. Adding, “...in Cameroon,
most ofwhat is given to you is naturally grown. ”
The absence of family members in the US also made participants less likely to use
some of the traditional therapies that were used in Cameroon. For example, one of the
participants with a health background, despite stating that she did not believe there were
any benefits to having an enema during pregnancy, consented to doing so because her
mother was visiting from Cameroon. When asked why, she explained that her mother
believed that having an enema “would make you have a healthy baby. ” So despite her
health background and her hesitancy to the enema she consented to do so because she
wanted to “[laughing] avoid any confrontations while her mother was with her. ”
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When asked if participants would tell the doctor if they’d used alternative
treatments, for those who were old enough at the time of first use, several acknowledged
that they would if asked. They also remarked that most doctors who worked in the area
they grow up in Cameroon were often aware of the use of traditional medicine so the
question never came up.
Outreach to the Cameroonian Community
Participants were asked to share their experiences about other Cameroonian women
in the community in specific areas: 1) if they felt that the Cameroonian women they knew
were getting adequate health-care services, 2) what they would describe as the most
common health concerns expressed by these women, and 3) an identification of the best
way to reach the Cameroonian community.
Are Cameroonian women getting the help they need?
Initially, at least three of the women did not feel comfortable answering this question,
stating “there is not a whole lot ofdiscussion in the community about health so it is
difficult to know what others are going through” However, they later gave suggestions
on what could be done to improve access of health services to Cameroonian women.
Possible barriers to accessing health-care services included cost, culture, fear of
immigration implications and a lack of knowledge on where to go for services (Table 6).
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Table 6. Possible Barriers to Accessing Health-care Services
Cost Lack of health insurance by many in the
community.
Culture Need to overcome previous habit of seeking health
services from the pharmacists similar to what was
done back in Cameroon.
Immigration implications Fear of using subsidized health services from the
county health departments in case of immigration
complications
Knowledge and awareness of services Does not know where to go for services, especially
for those with no health insurance.
This participant echoed the sentiments ofmany.
Most of them don’t see the doctor because they do not have the means to pay for the
visit. So what they do is they buy over-the-counter medications and ask the
pharmacist what to buy. It is free to ask the pharmacist and besides this is what we are
used to doing back in Cameroon. It is a lot ofmoney to pay for insurance [especially
for those who are not sick often], so they complain about paying that money each
month. When they think of their rent, family back home who needs the money, they
calculate their budget and can’t find the money for insurance. Unfortunately, it might
take a drastic situation such as an illness for them to realize that they need health
insurance.
Participants also described their most common health concerns and those of their
family and friends (Table 7). Nearly all participants listed finding affordable health
insurance as the most talked about issue regarding health. Participants in the one-on-one
interviews were usually reserved about addressing mental health issues. While they
brought it up as an unhealthy habit, when probed for additional information very few
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were willing to discuss it any further. However, later on in the interview, when asked
about the type of health service that they needed but were unable to find in the
community, the issue ofmental health seemed to come up again.
Table 7. Most Common Health Concerns
Depression How to recognize, prevent and treat it
Financial management How to balance family needs and afford
things like health insurance
Health insurance How to find affordable health insurance
Nutritional supplement How to select the right type of nutritional
supplement that is safe
Preventing sexually transmitted diseases
(STD)
Recognizing the various types of STDs and
how to prevent and treat them
Routine tests Includes complete physical exam, breast
exam, pap smear, dental and vision exams.
Many women receive their first pap smear
during prenatal care.
Tests for chronic diseases prevalent among
African-Americans
Diabetes, prostate cancer (for their husbands
and brothers) and breast cancer.
Tests for fibroids Many expressed the concern that several
Cameroonian women had recently been
diagnosed with fibroids and were unsure if
this was something particular to Cameroonian
women in the US and how to prevent it.
In addition, participants in the one-on-one interview also appeared to feel more
comfortable about addressing mental health issues at the end of the interview, usually
after the recorder had been turned off, whereas participants in the focus group
spontaneously talked about their personal experiences with mental health. Nevertheless,
all participants agreed that it was an issue that needed to be addressed in the community
because of the lack of awareness and information about the cause and treatment ofmental
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health. When asked what services they would have loved to have but have not been
able to find, several wished they could have mental health services from an African
perspective, describing this perspective as mental health services that take into
consideration the African culture and the context of their lives in the US. The following
was a typical response:
I would like some good old African counseling from an African perspective. Because
when you try to go to counseling here, I have a strong feeling at the back ofmy mind
that they would not understand where I am coming from and because you are not from
the same cultural background as I am and cannot put yourself in my shoes that would
influence the type of advice you give me. So African counseling to me would be from
someone who understood my culture and background and can counsel me while
taking this into consideration.
Effective Ways ofDisseminating Information:
Participants were asked to identify the best way of receiving information. Given
the choice of having pamphlets or brochures mailed to their homes, picking up
information from the doctor’s office, library, or health fair, or having discussions during
the monthly community meetings, most participants preferred the community meetings as
an appropriate forum. Community meetings were seen as effective because most people
made it a priority to attend at least one meeting per month. This was true for those who
did not attend community group meetings, who also agreed that useful information
shared at the meeting would be easily spread through friends and others in the community
at large. One participant explained that:
Our social (conmiunity) groups make up our support system in the US. The only
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problem is they focus too much on helping people back home and sometimes forget
about providing other types of services for those who are here. Maybe if we had a
group ofwomen not affiliated with any particular school or church, religion or
political groups so that the focus was just on women it would be good. And we could
use this group to share information about health, family, marriage and all other
women issues. Like we had the elder sister groups back at home.
For those who preferred picking up brochures and pamphlets at the local library
or doctor’s office they also stated that they would prefer to have a speaker in an open
discussion format with someone who can answer questions. With regards to the health
fair as a outreach effort for the Cameroonian community, participants explained that the
health fair will need to be very heavily advertised in the community and will need to
show that there is a focus on Cameroonian needs for it to be well attended. As a
participant explained: “...because Cameroonians don’t consider their health a priority, a
health fair will not attract people, but the community group meetings would be more
effective, because attendance is a priorityformany in the community. “
CHAPTERS
DISCUSSION
Cameroonian women, like their US counterpart and other immigrant women,
value their health. However, in defining optimal health as the absence of disease
symptoms that affect one’s daily activities, it is not surprising that health is not a priority
if participants are still able to perform their daily activities. Although some of the
problems that Cameroonian women face in accessing health care services are similar to
their American counterpart, several factors make the Cameroonian woman’s experience
unique, example; (1) Does she have the financial ability to pay for health services in light
of other competing priorities? (2) Does she know where to find resources if unable to pay
for health care services? (3) How do the Cameroonian cultural beliefs and practices
affect if or when she sees a doctor? and, (4)What is the best way to reach the other
Cameroonian women?
For many participants (both low and high income), affordability of health care
services was a recurring concern, which raised the issue of poverty in this sample.
Several studies have documented the link between poverty and health (Beiser, Hou,
Hyman, & Tousignant, 2002; Kaplan, Pamuk, Lynch, Cohen, & Balfour, 1996; LeClere
& Soobader, 2000; Pena, Wall, & Persson, 2000). However, this sample might not
represent the typical case of those in poverty. Similar to other immigrant groups, most
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Cameroonian immigrants tend to support two households - one in the US and one in
Cameroon, sometimes with elderly and sickly parents in Cameroon. Cameroonian
immigrants, like many other immigrant groups, often send remittances back home to
assist family members left behind. In some cases, this means that the immigrant in the
US lives a very modest life and might consider sacrificing things like “health insurance”
especially in the absence of illness, in order to afford the extra money to send home
(Harman, 2004). Therefore, unlike their American counterpart in a comparable salary
range, the Cameroonian woman faces additional financial constraints, which influence
her decision to purchase health insurance or other services.
Despite having a heterogeneous sample of married and unmarried women, those
with and without children, high school and college educated, the common characteristic
among those who were most likely to visit a doctor was previous positive experience with
the US medical system. Again, participants who had given birth in the US were the most
likely to have seen a doctor, and all of those who did reported a satisfactory or better
visit. It should be noted that this did not hold true for all types of doctors. For example,
those participants who had not had a routine dental exam, but had given birth and felt
comfortable with seeing an obstetrician, did not feel comfortable about seeing a dentist if
they had not had any prior experience with a dentist. In other words, if a participant felt
comfortable with a specific doctor, due to prior experience, chances are that this
participant would most likely revisit the doctor. This finding echoes that ofNdumbe’s
study (1999) examining Cameroonian women’s access to health services in Cameroon.
In this study, satisfaction with the doctor’s service was the greatest predictor of continued
follow up visits, above cost or distance. Qualities that made a visit satisfactory included
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being treated with respect, being able to ask questions that can be answered by the
physician and feeling relief from whatever caused the ill health after the visit.
Most women in this sample were mothers, many of whom had given birth in the
US, some within the last 24 months. Therefore, pregnancy and childbirth provided points
of entry into the health-care system. As a result, mothers were more likely to see a doctor
when sick as well as for preventive care. While language might not be a barrier to
accessing health-care services for the Cameroonian immigrant, unlike for the Latin
American and Asian immigrant groups, cultural barriers and lack of awareness of
available services are common to all three groups. Lack of personal experience with the
medical system made it hard to break any previous myths or preconceptions about the
medical system.
Several participants acknowledged that the monthly community group meetings
were the most effective way of disseminating information. Cameroonian community
groups largely consist of cultural (such as tribal groups), educational (such as high school
or secondary school alumni groups) or political and professional (such as medical
doctors, engineers) groups. Membership in these groups could range anywhere from ten
to fifty, and individuals can hold membership in multiple groups. For example, one
could be a member of the high school alumni group, secondary school alumni group, and
tribal group meeting simultaneously. Group meetings are held at least once a month and
extra care is taken to make sure that the meeting does not coincide with other group
meetings shared by their members. For the most part, the purpose of these community
groups has been to identify ways of providing assistance to various projects in Cameroon.
However, as the Cameroonian population in metro Atlanta increases, along with its
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needs, community group leaders must explore ways ofproviding assistance to the
population based in Atlanta.
As a result, these group meetings might be an effective entry into the
Cameroonian community. But stakeholders must work with the community to identify
needs as well as solutions. Rather than having an outside organization do needs
assessment with preset parameters, it would be more beneficial if the Cameroonian
women work with the stakeholders in identifying what their needs are and the possible
resources to meet these needs. It is unlikely that information that focuses on health
promotion habits solely, viewed from the perspective of the health-care provider will be
used. Factors such as time of day, child care, transportation, and relevance of health
topics will need to be well planned out in order to make the seminars more accessible to
Cameroonian immigrant women. There is a need for more detailed explanation of what
services are, why they are needed, where they are offered, and what procedures are
involved as many participants might be using or hearing about some of these services for
the first time. Health conununication to immigrant women requires a unique and more
creative communication style. Continued efforts need to be made to involve immigrant
women in health promotion efforts (Murty, 1998).
There appears to be some knowledge about prevention, eating healthy and
exercising. Some of this information might have been picked up from health education
messages through the media. But putting this information into practice is what is
challenging to the immigrant. Most integrate this information only when needed. For
example, exercising and eating healthy occurred only when there was a need to lose
weight as opposed to an ongoing practice.
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Unique to this group was the inclusion of issues such as finance and hygiene as
examples of healthy habits. IfCameroonian women include financial well-being being as
a very important part of being healthy, then maybe health education messages could be
combined with financial management information during those seminars to show how
and why it is beneficial. Any attempts to provide information must address the priorities
of Cameroonian women in the lives they live and as they see it in order for the
information to be beneficial and used by the community.
CHAPTER 6
CONCLUSION
This study examined how Cameroonian women define and manage their health
needs. The inclusion of financial well-being being as a characteristic of a very healthy
lifestyle highlights the challenges faced by Cameroonian women in balancing their new
lifestyles in the US with their responsibilities to those left in Cameroon. Therefore,
despite the value they place on their health and the desire to live a healthy lifestyle and
take advantage of the health promotion opportunities in the US, this might not be possible
without an understanding of how to balance their financial responsibilities.
Health education messages could be integrated with life management information,
especially for first generation immigrants like Cameroonian women, who might not have
the benefit of a parent living in the US to serve as a model. Understanding not just that
one should eat healthily, but how to do that, and why that is important could give a
woman tangible information that she can pass on to her family and friends. Therefore
what is needed is not more knowledge but the skills to integrate this information within
the context of their lives, as one who works many hours and worries about family at
home and abroad.
There are several limitations in this study, which should be considered in
interpreting the results. Further studies can be done with a larger sample size in order to
generalize the findings. This sample was small and unique with 100% having health
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insurance and the majority being college educated. It was anticipated that additional
participants would be involved in this study but, despite several attempts to follow up,
this did not happen.
APPENDIX A
Phase I - General Screening Survey
Survey #: Date:
Last Name/Title: First Name:
Email Address:
Best contact tel #:
Best time/day to call:
PLEASE SELECT ONLY ONE ANSWER FOR EACH QUESTION
1. How would you rate your English Speaking ability?
Very good Not so good Not at all
2. In what year were you born?
3. Highest Level of education:
riPrimarv School [^Secondary School
□High School nCollege
4. How many years have you lived in the US?
5. Do you have any children (17 years or younger) living with you?
Yes or No
6. In terms of your health care needs how important is traditional medicine to
you?
Very Important Somewhat Important Not Important
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Survey Questions1.PresentMarital Status: (Please check only ONE answer)
I I Single Never Married
B Married Living with Partnerrri but geographically separated due to immigration
r~l Legally separated due to difficulty in marriage
Divorced
Widowed2.Are you a student? (Please check only ONE answer)
r~l Full Time -- Yes
Part Time - Yes
Not a Student
3. Employment Status: (Please check only ONE answer)
I I No employment
r~] Full time employment
I I Part time (Less than 30 hours a week)
4. How many jobs do you have?
5. How many hours on average do you work per week? _




IfNO, what is the main reason you are without health insurance?
(Please check only ONE answer)
r~l Lost job or changed employers (either you, or spouse or parent)
fl Became ineligible because of age or left school
n Employer does not offer
r~] Part time or temporary employee
n Could not afford to pay premiums
M New to country (does not have social security number)
n I do not know how to get health insurance
□ I was denied health insurance
I I Other (Please describe)7.How long has it been since you last had health insurance?






Still have health insurance
Don’t know/Not sure
Never had health insurance
8. How long has it been since you last had a routine health check up?
I I More than a year but less than 2 years
n More than 2 years but less than five years
I I More than 5 years
I I Don’t Know/Not Sure
I I Never had a health check up









10. Have you ever had a check up for something other than what is listed above?
□ YES or □ NO
11. If YES, please describe the type of check up.
12. If last routine check up was over a year ago, please describe your main reason
for not having had one earlier?
13. Where is the FIRST PLACE you go to if you are sick and it is NOT an
emergency?
I I Doctor’s office
Health center
rn Outpatient department (hospital)
r~] Emergency room (hospital)
I I Urgent care center
n Other (please describe)
14. Do you have a personal doctor (same person you go to for health-care)?
□ YES or □ NO
15. IfNO, what is the main reason why you do not have personal doctor?
n No insurance, I cannot afford it
□ I have not needed to see a doctor
I I Don’t know where to go
I I Go to more than one place
I I Other (Please describe)
16. If you did not have insurance, where m ould you go to FIRST, if you are sick and
it is NOT an emergency? (Please list below)
OR: □ I don’t know
17.Have you ever been told you have any of the following? 64









Intestinal parasites such as (tapeworm,
hookworm)
Malaria (since living in US)
Tuberculosis
18. Are you currently using medication (on a regular and frequent basis) for any of
these diseases?
□ YES or □ NO
19. Initial reason for moving to the US?
I I Education (for school)
I I Job transfer
Q To accompany spouse/parent
M I won the US Green Card Lottery
I I Asylum
r~l Other (please describe!
20. Please describe your current occupation in the US.
OR:
I I Not Applicable (non employed)
21.Please describe your occupation prior to immigrating to the US
(Is this in Cameroon or previous country of residence?)
OR:
r~] Not Applicable (non employed)
22. What is your household yearly income?
I I Less than 10.000
□ 10,000-50,000
□ 50,000-100,000
□ 100,000 and above
r~l I don’t know/Not sure
23. Do you have any other relatives living in the US?
□ YES or □ NO
24. Do you belong to a Cameroonian Organization in the US?
□ YES or □ NO




r~l African Traditional Religion (Please describe)
I I Other: Please describe
r~l Do not have
26. If applicable - How often do you go to worship?
I I Once a week
□ Twice a week
r~l Once a month
I I Only on special occasions
□ Not applicable
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1. If we had a scale of 1 to 5 with 1 being very unhealthy and 5 being very
healthy, how would you define very healthy, and how would you define
unhealthy? IPROBE: what does being healthy mean to you, what determines if
one is healthy or unhealthy?]
2. Where do you fall on this scale from 1 to 5 (with 1 being very unhealthy and 5
being very healthy)? And why do you place yourself at that point? fPROBE;
What are your most important health problems and what makes you feel bad?
How have you dealt with the problem? Can you get better? What are the things
that would make you get better?
3. Thinking of the last time you were not feeling well, can you please describe how
you felt and how that affected your daily life and activities? Please describe what
you did fPROBEt maybe we can start from what made you believe you were not
feeling well, why did you consider that condition serious, what symptom(s)
worried you the most and prompted you to action, what do you think is the cause
of the problem, what did you do to seek help, who did you first turn to for advise?
Why that place/person, when did you choose to seek help and why then? What
type of help did you seek?]
4. Was there a time during the past 12 months when you think you should have seen
a doctor but you could not or delayed seeing a doctor? Why could you not, or
Why did you delay? IPROBE; cost/could not afford, did not know where to go
to, schedule conflict]
5. Earlier you described (in question 2) what it means to be healthy. Are there any
things that you do in your life, any kind of activities that help you live a healthier




a. Is this the same for the men and children in your life? Do you or your family
or those in your life do anything to make your lives and those of the men and
children in your lives better? If yes what do you do and why. If no, why don’t
you?
6. Keeping last week/this week in mind:
What are the things that you worry about the most? Only use probes if nothing is
identified - [PROBES: death in the family, family demands, job stability, life in the
US (what areas of life in the US are most stressful?)](after participant identifies these
things....)
Are these the areas of your life that you worry about most of the time - or are there
any other areas that you worry about during other times as well?
Why do these things cause you the most worry?
How have you tried to identify solutions to these problems?
Where do you go to find solutions to these problems? And why these places/persons?
Do they provide the right type of help you need?
Do you feel you have the resources to resolve the problems, either now or you would
have them in the future?
If you describe the right type of help for you during this time what would it be?
7. Are there some kinds of illnesses or medical help that you would seek in
Cameroon that you do not seek in the US? If yes please describe, and why don’t
you seek that type of help here in the US? (PNNote: Do people seek different
helpfor different types of illnesses in the US than they do in Cameroon?)
8. Are there some kinds of illnesses or medical help that you now seek in the US,
but did not seek in Cameroon? If yes, please describe, and why wouldn’t you
seek that type of help in the Cameroon?
9. Have you ever used a traditional healer, native doctor, herbal remedies, non-
westem biomedical remedies? If so please describe what kind? When do you
seek this type of care, and why do you seek this type of care? Did your health
improve because of treatment? When you use this type of care, do you tell your
physician that you have used this type of care? If not, why not?
10. When was the last time you went to see a doctor while in the US? What did you
go for?
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[PROBES; Preventive care (annual screening, pap smear, breast exam etc),
minor illness (flu, allergies), major illness (requiring surgery, hospitalization),
prenatal care (pregnancy related issues)].
11. Would you say you have any untreated health problems since arriving in the US?
If yes, have you sought treatment, what type of help would you need? Why do
you not seek treatment?
12. In general are you normally satisfied with your doctor’s visit?
(Yes or no? If yes why/ If no why not?)
13. How would you prefer that the visit is handled to improve the way they provide
health-care services to you? [PROBES: What would you prefer that they ask
you?]
14. Do you think some Cameroonian women (living in the US) are not getting
adequate health-care in the US? If YES, why? What kinds of health-care services
do you feel they need but are not getting? [PROBES; Not knowing where to go,
having problems getting an appointment, not able to pay for medications or
visits?]
15. When you feel sad or worried, do you feel you have someone you can talk to who
is understanding and can provide adequate help to you when you are feeling this
way? Are they able to help you adequately? What kind of services would you
love to have that you have not been able to find? What would help you the most?
16. What advise would you give someone coming to the US for the first time about
how to maintain good health in the US?
Information Needed;
17. Thinking of you, your friends and family, what are the top THREE areas that
they often have questions about regarding women’s health issues?
18. Which health related areas would you and your family like information about?
[PROBES; Diseases, associated risks, types of services available and how to
access them, health insurance coverage (for uninsured?), and
emotional/social/psychological support services)]
19. Where would you like to receive information about these and other family
health issues? [PROBE; Conununity health center. Public health department
hospital, private physician, religious institution, informal workshop, health fair].
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20. How would you like to have this information presented? Would you prefer to:
attend classes, speak with someone (who), have more of an informal meeting with
other Cameroonian women, pick up information brochures at various locations
(such as....), at a Health fair...)
21. What changes would you suggest to be made to improve the health services
available to you?
22. Is there anything that I have forgotten to ask that provides more information
about how Cameroonian women living in the US define and manage their health
needs or anything else you would like to add related to health issues?
APPENDIX D






1. lam handing you a piece of paper showing a scale from 1-5. This is a scale of health.
1 is the end of being very healthy, and 5 is the end of being very unhealthy.
How would you describe very healthy?
How would you describe very unhealthy
IPROBES: .What does being healthy mean to you? What determines if one is
healthy or unhealthy?]
2. Where do you fall on this scale from 1 to 5 (with 1 being very healthy and 5 being
very unhealthy)? And why do you place yourself at that point? fPROBES: What
are your most important health problems and what makes you feel bad?] How have
you dealt with the problem? Can you get better? What are the things that would
make you get better?
3. Are you able to get health care for yourself or the men and children in your life when
you need to?
Was there a time during the past 12 months when you think you should have seen
a doctor but you could not or delayed seeing a doctor? Why could you not or
Why did you delay? IPROBES: cost/could not afford, did not know where to go,
schedule conflict?]
4. You had earlier described what it means to be healthy. Are there any things that you
do in your life, any kind of activities that help you live a healthier life? What to you
is the most important part of maintaining good health? IPROBES: diet, exercise.]
Is this the same for the children in your life?
What about the men in your life? Is this the same for them as well?
Do you or your family or those around you do anything to make your life and
those of the men and children healthier? If YES, what do you do and why? And if
no, why don’t you?
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5. What are some of the most common illness that Cameroonian women get (more
often) than women from the US or other parts of the world?
Are there certain illnesses that Cameroonian women are more susceptible to than
American women or women from other parts of the world? FPROBES: what of
sickle cell, malaria (when they visit Cameroon) etc]
If YES, why do they believe this? And which illnesses do they think they are
more susceptible to?
What do you or your friends and family do to prevent these illnesses? If no
regular health promotion activity, why NOT?
6. Do you think there are some healthy lifestyle habits that Cameroonians have that
prevent them from being susceptible to some diseases? If so which ones? And what
are you doing to preserve this good habit in you and your family?
7. When you are sick, and it is NOT an emergency, where do you go for health-care
services?
How did you know where to go for health-care services FPROBES; Did someone
tell you where to go - family, friends, co-workers, HR at work?]
Does it make a difference if you do not have health insurance where you go for
health-care services?
If so, where would you go if you do not have health insurance?
8. When you go for health-care services - what have your experiences been like?
FPROBES: How does the staff treat you? - friendly, understanding, patient,
respectful, were you satisfied with the service received? Did you understand the
information they gave you?]
9. Have you ever used a traditional healer or native doctor? YES or NO?
If Yes, was that here or in the US or both?
When do you seek care from them and Why? / Did your health improve because
of treatment?/ When you use one, do you tell your non-traditional doctor that
you’ve been to see a native doctor as well - why/ why not?
10. During the past seven days, what things did you worry about the most?
□ What are some of the things in general that women worry about?
□ Why do these things cause you the most worry?
□ How have you tried to identify solutions to these problems?
□ Where do you go to find solutions to these problems? And why these
places/persons? Do they provide the right type of help you need?
□ Do you feel you have the resources to resolve the problems, either now or you
would have them in the future?
□ If you describe the right type of help for you during this time what would it
be?
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11. When you worry about these things and you do not seek help why is that?
fPROBES; cultural/religious barriers, lack of information, fear, poor access, etc]
Health Information Needed:
12. What information do you, your friends and family request for most with regards to
women’s health?
13. What would be an appropriate way to disseminate this information? fPROBES;
Classes, written materials - brochures, pamphlets. Informal chat with someone of a
similar cultural background. Health professional?]
14. What is the best place, (language/presentation) to get health related information to
you and where would you prefer to receive this information?
fPROBES; Doctor’s office, during conununity meetings, special seminars, at the
grocery stores (such as African grocery stores), in your mail?]
15. Have you used information presented to you in this way before?
Why do you think this method is more appropriate than another?
Support Systems:
16. Do you attend Cameroon Organization (CO) meetings (tribal, alumni, political or
other)?
17. Why do you attend CO meetings? fPROBES; What are the advantages or
disadvantages of attending CO meetings?]
18. What does belonging to one of these organizations mean to you?
□ Are you satisfied with the role they play
□ How can they improve the services they provide?
□ Could they be a vehicle for providing health information?
□ WhyAVhyNot?
19. What changes would you suggest to be made to improve the health services available
to you?
20. Is there anything that I have forgotten to ask that provides more information about
how Cameroonian women define and manage their health needs or anything else you
would like to add related to health issues?
APPENDIX E
Health Scale
1 2 3 4 5
Very Unhealthy Unhealthy Somewhat Healthy Healthy Very Healthy
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